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Follow-up survey was conducted on November
15, 2017 and November 16, 2017, and it was
determined the facility was back in substantial
compliance as of the date alleged in their plan of
correction.

The surveyors conducting the survey were Jenny
Walker, R.N. and Brad Perry, BSW
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days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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